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Common Orofucial Lesions in the Gericatric
Population: Section Two — Orofucial Cancer

By Margaret J. Fehrenbach, RDH, MS

DIVERSE GERIATRIC POPULATION

For most of the non-geriatric
population, including dental profession-
als, there are certain myths about aging
that need to be dispelled.! Among
these myths are that older adults are
similarin most aspects. On the contrary,
they are as diverse a group as any other
age group of patients within the dental
practice. More than 50% of those over
age 65 have been diagnosed
with at least one chronic
disease. However, there is
now a greater level of
physical and mental activity
and abilities within the
geriatric population thanin
any past generation. Of
those reporting a total
inability in one necessary
daily function, or those with
fair health, over 60% still
seek dental services annually.

Several million live near or below
the poverty level, most are single
women and minorities so finances are
often a concern due to finite resources.
However,70% of discretionary spend-
ingin the U.S.is done by those over age
50. Only one and a half million live in
nursing homes (5% of those over age
65). Two to three times that number
have disabilities equal to those of
nursing home residents, butare able to
still reside in their own homes.

The dental staff should carefully
examine their attitudes toward aging,
illness,and disability. They need to
work on dispelling any myths related to

the geriatric patient and discuss the
challenges that this patient population
presents. To better serve the needs of
this diverse population, dental profes-
sionals should have a strong back-
ground knowledge of the common
orofacial lesions that can occurin the
geriatric population. The goal of the
clinician is to integrate this knowledge
concerning pathology into the dental
care.? The following section will be
devoted to the most common orofacial

cancers seen in the geriatric population:
basal cell and squamous cell carci-
noma.

BASAL CELL CARCINOMA

Basal cell carcinoma (BCC) isa
form of malignant skin tumor that s
becoming epidemic in the geriatric
population. This skin cancer results
from sun damage to the skin or lips.
The lesion usually enlarges slowly and
steadily but can invade neighboring
tissue, such as the eye. However, it
usually does not metastasize or spread
to distant parts of the body.

The lesion is most commonly
found on the face because the face is
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“To prevent BCC,recommend that patients avoid the sun,
always use sunscreen (even on the lips for men), and wear

hats/clothing out-of-doors.”

usually exposed to sunlight more than
other parts of the body. The lower lip is
a common site for the lesion, as are the
tops of the ears and the end of the
nose.* Fair-skinned individuals are
more prone than darker-skinned
persons, because skin pigmentation
protects the skin. Persons of African
ancestry with very dark skin are not
susceptible to BCC. This cancer typically
affects people who have had a lot of
sun exposure or have experienced
repeated episodes of sunburn. The
tendency to develop BCC may also be
inherited.

This cancer can vary in size froma
few millimeters to several centimeters
in diameter. It usually grows slowly over
months or years, starting as a fibrous
plaque, becoming ared bump or patch,
and later becoming centrally ulcerated
with induration (hard rolled edges -
Figure 1); it can even mimic scar tissue.
Lower lip lesions are marked by an
indistinct vermilion border (Figure 2).
People who get one lesion are likely to
develop more. Often people develop a
second lesion close to the area where
one has already been treated because
of similar damage to the surrounding
skin. Lately,in about 11% of the
reported cases, an aggressive form of
BCC has been noted that results in
invasion to deeper tissues, and metasta-
sis to distant sites. However,there are
no discernable clinical features to
differentiate the aggressive from the
non-aggressive form. To prevent BCC,
recommend that patients avoid the sun,
always use sunscreen (even on the lips
for men), and wear hats/clothing out-of-
doors.

The treatment for BCC depends on
the type, size, location, and number of
lesions to be treated, as well as the
preference or expertise of the doctor.
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Figure 1 - Basal .
cell carcinomanear

the eye with hard
rolled edges.

Figure 2 — Basal cell
carcinomaonthe
lower lip with an
indistinct vermilion
border.

Figure 3 - High-risk areas
for squamous cell
carcinomainclude the
lateral border of the
tongue, soft palate
complex, floor of the
mouth, and lower lip
(permission granted from
the CD-ROM of lllustrated | r

Anatomy of the Head and
Neck, Fehrenbach MJand
Herring SW,WB Saunders,
2" edition, 2002).

Possibilities include excision (lesion is
cut out and the skin stitched up),
freezing or cryotherapy (liquid nitro-
gen),shaving, curettage,and cautery.
Large amounts of skin or lip tissue can

sadly be lost to the cancer and its
therapy and that is why itis some-
times called the‘rodent cancer’since
it ‘eats away'the tissue. A newer
modality is electrochemotherapy,a




“High-risk areas for SCCinclude the lateral border of the tongue, soft
palate complex (posterior soft palate, uvula, and faucial arches), floor
of the mouth, and lower lip.”

treatment which consists of a combina-

Figure 4 - Exophytic tion of a chemotherapeutic agent and
red squamous cell pulsed electric fields. This locally applied
carcinoma on lateral electric field has the effect of tempo-
border of the tongue. rarily destabilizing the cell membranes

allowing for anincreased uptake of the
druginto the affected cell.

SQUAMOUS CELL CARCINOMA

Squamous cell carcinoma (SCC)
makes up 90% of all malignant neo-
plasms of the oral cavity. Like BCC,it s
an epithelial malignanttumor.® There s
a higher risk of this cancer in areas of
ulceration and in red or white patches or
plaques. However,it may be a meta-
static secondary cancer from another
site such as with breast, prostate, or lung
cancer.

Over 90% of cases occur in persons

Figure 5 - over 40 years of age. There has been a
Exophytic white fourfold increase in occurrence in men
squamous cell in their 30s as compared to 10 years ago.
carcinomaon Recently the rates have doubled in
floor of the is sti

women, though the rate is still half that
mouth.

seenin men.® High-risk areas for SCC
include the lateral border of the tongue,
soft palate complex (posterior soft
palate, uvula, and faucial arches), floor of
the mouth, and lower lip (Figure 3).
Therefore, it is very important to
carefully examine the more hidden
areas of the mouth during oral cancer
screenings. It can also occur on the skin

. similar to BCC.
' lFlgure 6 - SCC mainly presents as a red lesion
Speckled (Figure 4). Contrary to standard thought,
squamous cell

a smaller percentage occurs as white
lesions (Figure 5), although it maybe a
combination of red and white coloration
or'speckled’ (Figure 6), which has the
worst prognosis. Initially SCCis asymp-
tomatic and therefore usually painless.
However, it may become painful as it
invades surrounding nerve tissues. A
lesionis also flat initially, but can

carcinomaon
soft palate with
red and white
areas.
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“Continuing education about the dental needs of geriatric
patients can help assure that the dental professional is able to
provide the latest procedures and treatments available.”

become exophytic, showing growth
outward from the surface (Figures 4 and
5). Later it can become endophytic,
showing growth inward with invasion of
connective tissue by the cancerous
epithelial cells (Figure 7-See arrow).

The lesions of the lower lip are marked
by anindistinct vermilion border similar
to BCC (Figure 8).

With progression of the cancerous
lesion, there is metastasis, or spread, to
regional cervical lymph nodes, which
become firm or hard, not freely mobile,
yet remaining non-tender.” Advanced
lesions are symptomatic and show
secondary infection, bleeding, and
induration (hardening of the lesion). If
the lesion secondarily involves alveolar
bone, there is a'ratty’radiographic
appearance which can mimic periodon-
tal disease.

The prognosis is better for exo-
phytic lesions (ones that grow outward
like carcinoma-in-situ) than those of an
endophytic,invasive nature. Thereis
very poor prognosis with regional
involvement of lymph nodes or when
the lesion crosses the midline. Pres-
ence of more than one primary tumor
due to‘field cancerization’is common.
Cancerous lesions of the anterior
portion of the oral cavity grow more
slowly and are well differentiated in
comparison to those of the posterior
portion.

The SCC can appear similar to other
red and white lesions of the oral cavity,
such as ulcers and benign growths.
However, the cancerous lesion does not
heal as expected in a two week
window of time and it does not respond
to treatment. Instead, the cancerous
lesion shows changes in color, shape,
and size over time. Therefore, if there is
no obvious etiology or resolution of a
lesion noted after the two-week

subscribe@youngdental.com

Figure 7 - Endophytic
red lesion of the
undersurface of the
tongue (arrow).

Figure 8 - Squamous
cell carcinoma on the
lower lip with an
indistinct vermilion
border.

TABLE 1 — New Diagnostic Methods for Oral Cancer

ViziLite (Zila): A disposable light for identification of abnormal oral tissue. The
Test Kit includes a handheld disposable chemiluminescent light and flavored 1%
acetic acid oral rinse that detects abnormalities in the oral cavity that might not
be visible to the unaided eye. Look for bright white lesion(s) and document the
site of any areas identified.’

Oral CDx (Schein): Uses a brush to remove suspected cells of a lesion. Unlike
exfoliative cytology that uses a smear in which only the surface cells are captured
as a specimen, the supplied brush captures a full and more complete
transepithelial specimen of all three layers of epithelium. The brush containing
the cells is spread on a slide and is sent to the laboratory for computer-assisted
analysis.?

1 ViziLite (Zila), www.zila.com/pages/zila_prof_pharm/prod_promos vizilite_index.shtml
2 Oral CDx (Schein), www.henryschein.com/dental-oral-cancer-detection.asp
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“The elderly population needs intense surveillance to decrease
the morbidity and mortality associated with oral cancers. If
detected early enough, the cure rate is over 90%.”

healing time, biopsy is recom-
mended to rule out squamous cell
carcinoma. Biopsy always confirms
diagnosis of this lesion. There are
new diagnostic methods for SCC
that can be employed in the dental
office (Table 1).2

High risk lifestyle behaviors
such as tobacco and excessive
alcohol use areinvolved in the
etiology for intraoral SCClesions.
Sun damage, similarto BCC, is
involved in SCC extraoral lesions.
Primary prevention of intraoral
lesions by patients involves
stopping the use of tobacco and
should be supported by their dental
professionals.® Itisimportant to
note that the ADHA realizes that
time s limited during a standard
dental appointment and therefore
has streamlined recommendations
to include the main points of the
national guidelines for tobacco
cessation using a‘3-Step’method
(Table 2)."° Today there are 34
statewide Quitlinesinthe U.S.,,
including one nationwide toll-free
number to the National Cancer
Institute’s Quitline: 1-877-44U-QUIT.

Regression of premalignant
lesions has been reported in former
smokers. Spit tobacco use may
increase therisk for oral cancer by
4 times; thisis significant because
approximately 12 million Ameri-
cans still use smokeless tobacco."
A pack of cigarettes per day
increases the risk of oral cancer by
4.5 times. Recently it has been
concluded that the risks of oral
cancer are similar for cigarand
cigarette smokers. Cessation of
smoking diminishes the risk of
developing oral cancer within 5 -
10years. Alcohol also increases the
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risk of oral cancer. An individual who
drinks up to six alcoholic drinks per day
has a 3.3 times-increased risk of cancer.
Itincreases to 15 times for individuals
that consume 6 - 9 drinks per day.
Tobacco and high alcohol use synergisti-
cally combine to create a risk of cancer
up to 100 times higher than for non-
users.

TABLE 2 — 3-Step Method for
Tobacco Cessation: Ask, Advise, Refer.

Ask: Ask about a patient’s tobacco
use status as part of the appoint-
ment routine.

Advise: Advise against tobacco use
and advocate cessation while
sending a clear message about the
health risks associated with tobacco.

Refer: Refer patients to resources
such as Quitlines as a way of
supporting patient efforts to quit
tobacco use.

Biopsy classification and staging of
the cancer is done to determine
treatment (later comparison is made to
determine best treatment for each
classification or stage). The higher the
stage, the worse the state of the
prognosis or course of the disease.
Additional diagnostic procedures may
include dental and skull radiographs,
CAT, ultrasonography,and MRI. Early
symptoms of oral cancer are listed in
Table 3. SCC is often fatal if not treated
because of encroachment on air
passages from the metastasisin the
respiratory system. Treatment for SCC
consists of radiation, surgery,ora
combination of both therapies. A
newer modality is photodynamic
therapy. A photosensitizer is applied to
the affected area prior to exposing it to
a strong source of visible light. There
may be side effects to any of the

5

treatments and dental professionals
need to update themselves regularly
on the procedures when dealing with
postradiation patients. Regular dental
examinations should be scheduled to
rule out future cancers.’? 3 Always
note a history of cancer,oral or
systemic,on the patient’s record.

If an oral cancer is detected early,
the cure rate is over 90%. Unfortu-
nately, by the time of dental or medical
diagnosis, about two-thirds of oral
cancers are advanced lesions leading
to high morbidity and mortality.

Annually,oral cancer kills more
people than does cervical cancer. Five
year survival rates have improved:
lower lip: 80%; tongue surfaces: 40%;
floor of the mouth: 30 - 40%. Many of
these malignant conditions could be
arrested if detected earlier. Since
many patients are seen more regularly
for preventive periodontal care than
for medical visits, dental professionals
have a unique opportunity during
patient assessment to detect oral
cancer while it is still asymptomatic,

innocuous, and unsuspected. Studies
show thatonly 1in 7 adults older than

18 years (14.3%) reports ever being
screened for oral cancer. Most
examinations were reported by adults
older than 25 years who had com-
pleted 12 years of school. During the
oral cancer screening, let the patient
know that this procedure is being
performed since overall education is
essential.™

Patients with advanced-stage
cancer of the oral cavity tended to be
elderly, more frequently wore den-
tures,and seldom visited a dentist. The
elderly population needs intense
surveillance to decrease the morbidity
and mortality associated with oral
cancers.
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“Dental professionals have a unique opportunity during patient
assessment to detect oral cancer while it is still asymptomatic,

innocuous and unsuspected.”

the throat;

A change in the voice; and/or
+ Pain in the ear.

*From the National Cancer Institute

Patient-dental professional
interactions, especially during examina-
tions, provide an opportunity to instruct
patients on simple self-examination
techniques. This teaches the patient
the skills needed to see any changes in
their mouths orin surrounding tissues.

SUMMARY

Having a strong background
knowledge of common orofacial
lesions that can occur in the geriatric
population will ensure that a dental
professional properly identifies prob-
lems and alters procedures and
treatments to meet the needs of these
diverse patients. Continuing education
about the dental needs of geriatric
patients can help assure that the dental
professional is able to provide the latest
procedures and treatments available.

DISCLAIMER

Unless otherwise specified, neither the sponsor of this
newsletter or its editor maintains or is responsible for the
content of any of the websites cited for reference. The
listing of any of these sites should not be misconstrued as
an endorsement of the information in them. The addresses
of these websites are subjected to change and may need
updating over time. The information provided in this
newsletter is designed to support, not replace, the
relationship that exists between a patient and the existing
dentist, physician or pharmacist or other health care
professional. The information is provided “AS-1S” and
without warranty, expressed orimplied. Allimplied
warranties of merchantability and fitness for a particular
use or purpose are hereby excluded.
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TABLE 3 — Orofacial cancer usually occurs in people over the age of 45 but can develop
atany age. Symptoms to watch for include:*

A sore on the lip or in the mouth that does not heal;

A lump on the lip or in the mouth or throat;

A white or red patch on the gums, tongue, or lining of the mouth;

Unusual bleeding, pain, or numbness in the mouth;

A sore throat that does not go away, or a feeling that something is caught in

Difficulty or pain with chewing or swallowing;
Swelling of the jaw that causes dentures to fit poorly or become uncomfortable;
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Abstracts

Treating Tobacco Use and Depen-
dence: An Evidence-Based Clinical
Practice Guideline for Tobacco
Cessation

Anderson JE, Jorenb DE, Scott, WS,
and Fiore, MCCHEST 121(3):932-
941,2002, www.medscape.com/
viewarticle/431324

INTRODUCTION

This article from the American
College of Chest Physicians (ACCP)
summarizes the major findings and
clinical recommendations of the
U.S. Department of Health and Hu-
man Services/ Public Health Service
Guideline, Treating Tobacco Use and
Dependence, which is a compre-
hensive, evidence-based blueprint
for smoking cessation. The ACCP
states thatit has been actively in-
volved since 1960 in reducing the
health burden caused by tobacco
use. A principal goal of the ACCP is
to reduce the prevalence of to-
bacco use through smoking cessa-
tion. Chest clinicians feel that they
are well-positioned to intervene
with their patients who smoke.
Frequently,the comorbidity of
smoking manifests itself in the
form of angina, coronary artery dis-
ease,lung cancer,bronchitis, COPD,
myocardial infarction, and asthma.
As dental professionals, looking at
this topic from a medical perspec-
tive further underlines the impor-
tance of working with the medical
profession in many common areas
of healthcare such as tobacco ces-
sation.

However, the frustrating statistics
noted in the article speak for them-
selves:Each year,more than 70% of
all smokers make at least one visit
to a physician. Approximately 35%
of smokers report having made a

subscribe@youngdental.com

serious attempt to quit smoking over
the last year and 80% report an attempt
to quit sometime in their past. A popu-
lation-based survey found that less than
15% of smokers who saw a physicianin
the past year were offered assistance to
quit smoking, and only 3% had a follow-
up appointment to address tobacco use.
Dental professionals need to step up to
the plate and help address these dis-
crepancies since we sometimes see the
patient more than physicians.

GUIDELINES

Treating Tobacco Use and Depen-
dence outlines specific strategies for cli-
nicians, the steps necessary to effec-
tively and efficiently identify smokers,
to motivate them to make an attempt
to quit, and to support them in quitting
successfully through counseling, phar-
macotherapy,and follow-up. The guide-
line panel provided key recommenda-
tions for all clinicians. The'5As'were
discussed; these were designed to be a
brief and effective intervention for to-
bacco users now willing to attempt to
quit smoking.

These authors stress certain specifics
in this article that can be used easily in
dentistry. Expand the number of vital
signs to include smoking status or by
placing an appropriate tobacco-use
sticker on all patient charts. While not
every smoker who presents to a clinic
setting is willing to commit toan at-
tempt to quit smoking during that visit,
treatments should be offered at every
visit to maximize the patient’s chance of
success. Brief tobacco-dependence
treatment is effective, and every patient
who uses tobacco should be offered at
least brief treatment. Adjuvant staff
(e.g., physician assistants, nurses, and
medical assistants) need to reinforce
the brief clinician cessation message
and provide follow-up and support ser-

vices to patients attempting to quit. Nu-
merous effective pharmacotherapies for
smoking cessation now exist and, ex-
ceptin the presence of contraindication,
these should be used with all patients
who are attempting to quit smoking. In-
form patients who are reluctant to use
these medications due to hearsay about
side effects to the cardiovascular system
that there is no evidence of increased
cardiovascular risk.

SUMMARY

By adopting a guideline-based ap-
proach to universally identify and inter-
vene with patients who use tobacco,
these authors believe that their clini-
cians can reduce the rates of smoking
and its consequences among their pa-
tients. Dental professionals can take a
cue from them and use these guidelines
ina similar manner.

A Pilot Study on the Oral Conditions of
Severely Alcohol Addicted Persons
Hornecker E, MuuB3T, Ehrenreich H, et.
al. Journal of Contemporary Dental
Practice, 2003, (4)2:051-059.
www.thejcdp.com/issue014/
hornecker/01hornecker.htm

INTRODUCTION

Alcoholism s a serious problem in
healthcare. Apart from direct toxic dam-
age such as fatty liver/cirrhosis, cerebral
atrophy,cardiomyopathy,gastrointestinal
bleeding, pancreatitis, etc., there are in-
direct effects in the oral cavity. Itis gen-
erally known that chronic alcoholics of-
ten have poor oral conditions.

PURPOSE

The aim of this study was to investi-
gate the oral status, drinking, smoking,
and oral hygiene habits of alcohol ad-
dicted persons.
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